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This visit was for a fundamental annual 

recertification and state licensure survey. 

Dates of Survey:  2/17, 2/18, 2/19, 2/20, 

and 2/21/2014.

Surveyor:

Susan Eakright, QIDP.

Facility Number: 000842

Provider Number: 15G324

AIMS Number: 100243860

              

These federal deficiencies also reflect 

state findings in accordance with 460 

IAC 9.
Quality Review completed 2/27/14 by Ruth 

Shackelford, QIDP.  

 W000000

483.460(c) 

NURSING SERVICES 

The facility must provide clients with nursing 

services in accordance with their needs.

W000331

 

Based on observation, record review, 

and interview, for 1 of 6 clients (client 

#2), the facility failed to ensure the 

results of the use of client #2's PRN (as 

needed) medication were recorded.  

Findings include:

On 2/17/14 at 3:45pm, Group Home 

Staff (GHS) #1 asked client #2 to enter 

The facility will provide clients 

with nursing services in 

accordance with their needs. The 

facility will ensure that use of 

client PRN (as needed) 

medications are recorded. Staff 

have been retrained on proper 

documentation when a PRN is 

given to a consumer. Nursing and 

QIDP will ensure that the staff are 

following proper medication 

administration procedure.

03/21/2014  12:00:00AMW000331
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the medication administration room.  At 

3:45pm, client #2 verbally told GHS #1 

that he was refusing his Colace 

medication for constipation.  Client #2 

stated he had been experiencing loose 

stools and requested Pepto Bismol as 

needed medication for his upset 

stomach.  At 3:45pm, GHS #1 

administered client #2's Pepto Bismol 

30ml (milliliters) out of an unlabeled 

bottle of Pepto Bismol medication to 

client #2.  At 3:45pm, GHS #1 

documented the medication was 

administered to client #2 and recorded 

the use of client #2's PRN Pepto Bismol 

medication on the back of client #2's 

2/2014 MAR (Medication 

Administration Record).  

On 2/19/14 at 2:20pm, client #2's record 

was reviewed.  Client #2's 2/2014 MAR 

indicated client #2 was administered 

PRN Pepto Bismol medication on 

2/17/14 "30ml pepto d/t (due to) c/o 

(complaint) loose stool" with no time 

and no results documented. 

An interview with the Agency Nurse 

was conducted on 2/17/14 at 5:00pm.  

The Agency Nurse indicated the facility 

followed the Medication Administration 

Core A/Core B training.  The Agency 

Nurse indicated each as needed and/or 

PRN medication should be recorded on 
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the individual client's MAR when the 

medication was given and the results 

recorded.  

On 2/19/14 at 3:00pm, an interview with 

the QIDP (Qualified Intellectual 

Disabilities Professional) was 

conducted.  The QIDP indicated client 

#2's MAR did not include the time 

and/or results of the use of his PRN (as 

needed) Pepto Bismol medication.

On 2/19/14 at 3:00pm, the 2004 "Core 

A/Core B Medication Training" page 36 

indicated "Lesson 4 Principles of 

Administering Medications."  The Core 

A/Core B policy and procedure 

indicated the facility should record the 

effects of the PRN (as needed) 

medication after a period of time had 

lapsed.

9-3-6(a)

483.470(l)(1) 

INFECTION CONTROL 

The facility must provide a sanitary 

environment to avoid sources and 

transmission of infections.

W000454

 

Based on observation and interview, for 

4 of 4 sampled clients (clients #1, #2, 

#3, and #4) and 4 additional clients 

(clients #5, #6, #7, and #8), the facility 

The facility will provide a sanitary 

environment to avoid sources and 

transmission of infections. Staff 

have been retrained on the 

infection control policy to ensure 

03/21/2014  12:00:00AMW000454
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failed to ensure client #7 used sanitary 

methods to set the dining room table for 

clients #1, #2, #3, #4, #5, #6, #7, and #8 

at the supper and breakfast meals.

Findings include:

On 2/17/14 from 2:50pm until 5:45pm, 

and on 2/18/14 from 5:45am until 

7:42am, clients #1, #2, #3, #4, #5, #6, 

#7, and #8 were at the group home.  

During both observation periods client 

#7 set the dining room tables without 

washing the table before setting table 

service and before meals on the dining 

room tables for clients #1, #2, #3, #4, 

#5, #6, #7, and #8.  During both 

observation periods client #7 handled 

each of the forks, spoons, and knives by 

the food contact ends for each of the 

table settings for clients #1, #2, #3, #4, 

#5, #6, #7, and #8 without redirection 

from the facility staff.  During both 

observation periods client #7 handled 

client #1, #2, #3, #4, #5, #6, #7, and #8's 

plates touching the food contact areas of 

the plates with her hands after client #7 

touched her face, inside her ears, and 

hair without redirection from the facility 

staff.  During both observation periods 

client #7 held the plates against her shirt 

while setting the table without 

redirection from the facility staff.  

that clients are not contaminating 

food contact areas for each table 

settings. QIDP and Residential 

Manager will complete weekly 

active habilitation observations.
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On 2/19/14 at 3:00pm an interview with 

the QIDP (Qualified Intellectual 

Disabilities Professional) was 

conducted.  The QIDP indicated clients 

#1, #2, #3, #4, #5, #6, #7, and #8 should 

be taught and encouraged to wash the 

dining room table before dining and to 

use sanitary methods to set the dining 

room table before dining.  The QIDP 

indicated client #7 should have been 

redirected by the facility staff to wash 

the table before setting the table for 

meals, rewash her hands after touching 

her face and ears, and not to touch the 

food contact areas for each of the table 

settings before meals.

9-3-7(a)
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